Reply  by Manfredini, Roberto et al.
130 consecutive patients who had urgent surgery to repair their
ruptured aneurysm.We also investigated the number ofAAA ruptures
that occurred on the day of each daylight span for the same time. The
daylight span on the onset days of rupture was 4.7 4.2 hours/day
and the daylight spanon all the dayswas 5.64.0hours/day, and the
former was significantly less than the latter (P .05). The frequency
of rupture on thedayswhen thedaylight spanwas1.0hour/daywas
34.6% (45 of 130 cases), whereas the expectation of rupture on the
days of the same daylight span, which was calculated from the distri-
bution of the days of each daylight span, was 22.7% (Fig). The former
was significantly greater than the latter (P .01 by 2 test).
Sterpetti and associates1 have shown that there was no correlation
between the incidence of ruptured AAA and barometric pressure or
humidity. On the other hand, Bown and collaborators2 have indi-
cated that there was a statistically significant correlation between the
number of AAA rupture cases admitted in any particular month and
the mean atmospheric pressure for the previous month. The onset of
cardiovascular events is triggered by several pathophysiologic events,
in particular, an increase in blood pressure, heart rate, sympathetic
activity, basal vascular tone, vasoconstrictive hormones, prothrom-
botic tendency, platelet ability to aggregate, plasma viscosity, and
hematocrit. It has been known in dialysis patients that systolic and
diastolic blood pressures are correlated with the climatic factors:
rainfall (r .786, P .003 and r .784, P .003), humidity (r
.701, P  .011 and r  .699, P  .012), and daylight span (r 
.712, P  .01 and r .658, P  .02, respectively).3
The present analysis suggests that an AAA should prefer to
rupture on a dim day where the daylight span is 1.0 hour/day,
which might be caused by blood pressure changes related to the
daylight span. Further studies of the association between daylight
span and other pathophysiologic events that trigger the onset of
AAA rupture, are required.
Hisato Takagi, MD, PhD
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We appreciate and thank Drs Takagi and Umamoto for their
comments on our recent paper.1 Speculation on the effects of climate
upon health goes back toHippocrates and hisAir,Waters and Places.
Considerable evidence supports the existence of a seasonal pattern
with a significant winter peak for several vascular diseases, such as
myocardial infarction, pulmonary embolism, and stroke.1
The effects of ambient temperature on cardiovascular diseases
have also been investigated. About three decades ago, Rogot and
Padgett2 analyzed the association of coronary heart disease and
stroke mortality with temperature and snowfall in 32 standard
metropolitan areas of the United States. They found an inverse
relationship between temperature and mortality with differences
between area to area, suggesting the importance of a relative as well
as an absolute level of temperature. Cold exposure determines an
increase in sympathetic activity and blood pressure (BP) values,
with a significant negative correlation between ambient tempera-
ture and BP.1 It is not so obvious, however, that BP, temperature,
and climatic parameters run together. Daytime temperature and
24-hour temperature, but not barometric pressure, for example,
are inversely associated with systolic BP variability.3
A French study,4 investigated the correlation between climate
and the occurrence of stroke andmyocardial infarction. It analyzed
a series of climatologic parameters (atmospheric pressure, air tem-
perature, relative humidity, speed and direction of the winds,
hydrometeors and electrometeors) together with parameters of
solar and ionospheric activity (daily flare index, index of the geo-
magnetic activity, daily planetary index, and phases of the moon).
The frequency of vascular accidents increased when air tempera-
ture was12°C, when there was hoar-frost with fog, rain, or snow;
and when the daily flare index was 550.
As for aortic aneurysms, we do know little compared with
myocardial infarction or stroke. And probably we do know even
less about abdominal compared with thoracic aneurysms. With
regard to acute aortic dissection, we know that a seasonal pattern in
occurrence with a winter peak exists.1 Moreover, analysis of the
data from the International Registry of Acute Aortic Dissection,
which includes 15 centers with wide climate variations from Can-
ada, United States, Norway, Germany, Spain, Italy, Israel, and
Japan, showed that this winter peak is independent of the varying
climatic conditions at different geographic locations.5
Although the data by Takagi and Umamoto are very interesting,
since they first look for a possible relationship between daylight span,
BP, and abdominal aortic aneurysm rupture, one needs to recognize
that there is significant colinearity between seasons and daylight time.
Thus, we feel that the finding of the association of worse outcomes by
Takagi and Unamoto is not far from our observation. Furthermore,
although the possible effects of daylight on BP have not been exten-
sively investigated so far in humans, the studybyTakagi andUnamoto
involves a very small number of patients over an extended period of
time (130 cases15 years, average1 case/month), and it is some-
what difficult to draw a definitive conclusion from it. Further studies
on larger samples of cases collected at different geographic areas are
needed to confirm the hypothesis generated by their study.
Roberto Manfredini, MD
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The vertical axis shows numbers (%) of the days of abdominal aortic
aneurysm rupture and those of all the days, and the horizontal axis
indicates daylight span (h/day).
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Regarding “Deep vein thrombosis after
radiofrequency ablation of greater saphenous vein: A
word of caution”
We would like to comment on the report presented by Hin-
gorani et al (J Vasc Surg 2004;40:500-4.) We are three indepen-
dent practitioners, each with a large phlebology practice. Our
aggregate experience includes 854 patients having RF Closure
(VNUS Medical Technologies Inc, San Jose, Calif) of the saphe-
nous vein, with up to a 5-year follow-up. We also have treated 536
patients with intravenous lasers, including the 810 nM and 940
nM diode and 1320 nM Nd:YAG lasers, with follow-ups of up to
3 years. Our standard post-treatment Duplex ultrasound evalua-
tion at 2 to 10 days includes insonation of the saphenofemoral
junction to evaluate the extent of thrombotic occlusion.
Contrary to the report of Hingorami et al, our experience
indicates a complete lack of deep vein thrombosis in every patient,
both clinically and on Duplex examination. Only one patient
experienced a pulmonary embolus, secondary to a documented
embolus from a 22-mm saphenous vein aneurysm originating 3 cm
from the saphenofemoral junction.
This discrepancy begs an explanation. One obvious factor
affecting vein thrombosis may relate to the form of anesthesia. Our
procedures were done almost exclusively with tumescent anesthe-
sia in unsedated conscious patients followed by immediate ambu-
lation at the conclusion of the procedure. Hingorami et al report 7
thrombotic events in 32 patients who received general anesthesia,
but it would also be of interest to learn howmany of the remaining
5 patients had epidural anesthesia.
A second factor may relate to the proximity of the heating
element to the saphenofemoral junction. It is not clear whether the
authors initiated treatment central or distal to the epigastric vein.
Current practice is to place the tip of the device just distal to the
epigastric vein. A patent epigastric vein deters thrombosis of the
proximal-most saphenous vein.
Finally, the authors are reporting their initial experience, and
their lack of experience and likely prolonged operative times may
have contributed to an increased incidence of thrombosis.
Even if we missed up to 12 thrombotic extensions into the
femoral vein, our patients never went on to develop an edematous
leg or femoral vein-associated pulmonary embolus. Our experience
suggests that the authors may have over-reacted to their Duplex
findings and that neither anticoagulation or vena cava placement
may have been necessary.
We remain enthusiastic about combined endovenous saphe-
nous vein closure and microphlebectomy done with tumescent
anesthesia. Efficacy remains excellent, complications are few, and
patient satisfaction is high. We encourage the authors to learn the
tumescent technique, with every confidence that their incidence of
thrombotic extension to the femoral vein will decrease.
Mitchel P. Goldman, MD
Dermatology/ Cosmetic Laser Associates
of La Jolla, Inc, and
La Jolla SpaMD, California
Robert Weiss, MD
Maryland Laser,
Skin & Vein Institute
Hunt Valley, Md
Wayne Gradman, MD
Beverly Hills Vein Center, California
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In response to the comments by Drs Goldman, Weiss and
Gradman, we have the following answers:
In our reported series, 32 patients underwent general anesthesia
and 41 (not 5) patients underwent local or regional anesthesia.
Tumescent solution was used in all patients, regardless of the type of
anesthesia, to create extrinsic compression of the treated vein aswell as
to increase the distance from the skin. For patients only undergoing
greater saphenous vein Closure, tumescent anesthesia can be ex-
tremely useful; however, for patients undergoing vein Closure with
numerous stab phlebectomies, we use regional (femoral block) or
general anesthesia. We did not use epidural anesthesia.
Recently, we have been placing the heating element just distal to
the superficial epigastric vein.We are careful to never insert the end of
the catheter beyond the superficial epigastric vein. Before starting the
generator, we reconfirm the position of the end of the catheter. The
knee is not moved at all during the entire procedure. As we stated in
our report, the company’s proctors had attended the first few proce-
dures, and now multiple proctors and senior representatives have
again visited after the publication of the manuscript. In addition, we
have also noted that the epigastric vein may still be patent even when
the thrombus extends up to the common femoral vein.
It is difficult to state that the lack of experience in our initial
experience contributed to the increased incidence of thrombosis;
in 2004 alone, we performed over 100 Closure procedures and still
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